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No test dose was given in this series since this practice ceased at the Bristol Royal Infirmary more than a decade ago. There is now overwhelming evidence to show that all forms of pretesting are unreliable and intrinsically dangerous (Fischer & Doust 1972) . As there is no medical indication there can be no medicolegal indication and pretesting should be abandoned.
Conclusion
With few exceptions, when excretion urography is indicated, a large dose of one of the modern contrast media should be given rapidly. Pretesting is not indicated but full resuscitation facilities must be available. Saxton H M (1969) It is commonly considered that in the age group of patients undergoing prostatectomy, sexual activity, if not completely lost, is on the wane, though this is not confirmed by previous studies (Masters & Johnson 1962 , Finkel & Moyers 1960 . Hence, all too often, little consideration is given to the patients' 'sex life' prior to operation. Postoperatively, owing to partial bladder neck excision, it is assumed that retrograde ejaculation of semen into the bladder is the rule, so long as the patient retains potency, though the degree to which either is affected by prostatectomy or indeed any operation is not clear. Finkel & Moyers (1960) found 66 % retained potency after perineal prostatectomy, 73 % after transurethral and 75 % after retropubic prostatectomy, though 1IPresent address: Churchill Hospital, Oxford only an unstated proportion of these patients retained normal ejaculation. After other pelvic surgery (Goligher 1951) , 89% and 64% remained potent after anterior resection and abdominoperineal resection of the rectum respectively. However, only 50 % and 38.4 % could ejaculate.
One hundred and nineteen married patients who had undergone prostatectomy in Bristol Royal Itfirmary from 1970 to 1972 for benign prostatic disease, were reviewed by interview to assess whether after the operation there had been any change in their urinary status, penile erections or ejaculation of semen. The follow-up period was 6 months to 21 years. In the group still having ejaculation, a specimen of semen was examined for the presence of spermatozoa. In order to assess if these changes were specific for prostatic surgery alone, an age matched control group of 90 patients, all experiencing normal sexual activity prior to intraperitoneal and inguinoscrotal operations was similarly reviewed by interview after the operation, to assess the incidence of impotence and sterility postoperatively.
Eighty-nine patients of the 119 who underwent prostatectomy had normal sexual activity prior to operation (Fig 1) : 34 were submitted to retropubic prostatectomy, 49 to transurethral prostatectomy and 6 to transvesical prostatectomy. Postoperatively their sexual function was described as satisfactory in 85 %, 89 % and 67 % of the 3 groups respectively, all of these having penile erections and orgasms as before. Eleven patients (33 %) after retropubic prostatectomy had ejaculations, though in 4 of these the volume was much diminished. Seventeen patients (34 %) after transurethral prostatectomy had ejaculations, 3 with diminished volumes of sperm and 1 with pain. Two patients (33%) after transvesical prostatectomy had ejaculations, 1 with diminished volume. Semen from 20 of the 30 patients with ability to ejaculate postoperatively was examined for spermatozoa; these were found in 6 of the specimens. In the 22 who had unsatisfactory sexual function after the operation, the cause of this in half the group was impotence but in 8 patients retrograde ejaculation was a source of distress. One patient had made no attempt at sexual activity after the operation. Hence, in this series, 30 patients (33%) continued to have ejaculations after prostatectomy, 50 (55%o) lost the ability to ejaculate and 10 (12%) became impotent (Table 1) .
The 90 patients in the control group were submitted to intraperitoneal and inguinoscrotal operations (Tables 2 and 3 ) and assessed. There was no change in sexual function in 42 out of 45 patients having had intraperitoneal surgery, and in 42 out of 45 patients having had inguinoscrotal surgery. The cause of the loss of function in the 6 was due to impotence in 5 and retrograde ejaculation in 1 patient, who had undergone urethral dilatation for urinary retention after vagotomy and pyloroplasty. Hence 84 patients could ejaculate, 1 had no ejaculation while retaining erection and orgasm, and 5 (6%.) became impotent (Table 1) .
It is therefore apparent that a proportion of the change in sexual activity may be regarded as a consequence of any surgery in an elderly age group, but that a further proportion of patients do become impotent, specifically because of the operation of prostatectomy. This latter group, however, appears to form a minority of approximately 6% with impotence when the risks of any form of surgery is subtracted from that of prostatic surgery. The average ages of the patients in each of the groups, as seen in Table 4 , shows that the groups of patients having normal sexual activity postoperatively were younger than those with impotence or retrograde ejaculations.
The previous history of the patients was recorded and no relationship between loss of sexual function and peripheral vascular disease, untreated hypertension, cancer or tuberculosis could be found. However, diabetes and antihypertensive therapy increased the incidence of impotence and to a lesser degree of retrograde ejaculation (Table 5 ) and the more severe diabetics had a higher incidence of loss of sexual function. There was no significant relationship between the type of anesthesia and loss of potency or retrograde ejaculations, neither was there a significant relationship between them and the extent of bladder neck excision in transurethral prostatectomy, or wedge excision of the bladder neck or not in retropubic prostatectomy. Postoperatively all patients had a satisfactory urinary stream, stress incontinence was present in 6% of patients with retrograde ejaculation, and 20% of patients with impotence had nocturnal incontinence (Table 6 ).
In conclusion, 75 % of the patients who underwent prostatectomy had normal sexual function at the time of operation. Of these 12% were rendered impotent by the operation, in particular those with diabetes and on antihypertensive therapy. This percentage was twice that found after other operations than prostatectomy in the same age group. 55 % had retrograde ejaculation after prostatectomy, though 33 % still had ejaculation and a proportion of these had positive sperm counts. However, 70 % of patients were quite satisfied with their postoperative sexual function.
